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A 64-year-old man presented with progressive painless right
lower leg swelling for 5 years. The patient had a history of
surgical resection of similar lesions over his right forearm and
abdominal wall 5 and 8 years ago, respectively. He had
bilateral recurrent renal stones over the past 5 years. The
physical examination was normal except for a painless stone-
hard right lower leg swelling (Figure 1). He had no skin
lesions or lymphadenopathy. His blood tests revealed a total
white blood cell count of 4700/mm3 (78% neutrophils),
hemoglobin 10.4 g/dL, blood urea nitrogen 57 mg/dL,
creatinine 4.68 mg/dL, calcium 14.6 mg/dL (normal
8.4–10.6), and normal C-reactive protein and creatine kinase
level. Serum electrophoresis was normal. He had a serum
intact parathyroid hormone of 9.36 pg/dL (o50) and a 1.25-
(OH)2-Vit.D 120 pg/ml (15.9–55.6). He was noted to have
hypercalciuria at 760 calcium mg/24 h (o300). Magnetic
resonance imaging of lower extremities is shown in
Figure 2.
What is your diagnosis?
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Figure 1 | Right leg swelling. Figure 2 | Non-contrast enhanced MRI revealed
diffuse ill-defined masses, low signal on T1 WI
and T2 WI, and presence of infiltrate in posterior
and lateral part of muscles, fascia, and
subcutaneous tissue of right lower leg.
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The Diagnosis | Nodular-type muscular sarcoidosis
We performed an ultrasound-guided core biopsy for further
diagnosis. The muscle biopsy findings showed typical features
of nodular-type muscular sarcoidosis with numerous non-
caseating granulomata (Figure 3).
Sarcoidosis is an idiopathic multisystem granulomatous
disorder. Any organ system may be involved, most commonly
pulmonary, skin, lymphatic, and ocular.1 Skeletal muscle
involvement in sarcoidosis is rare and muscle biopsy is
usually required for the diagnosis. Patterns of sarcoid muscle
involvement include nodular, chronic myopathy, and acute
myositis, and are asymptomatic.2 The nodular-type sarcoi-
dosis is important because it may be confused with a soft-
tissue tumor. In the nodular type, both T1- and T2-weighted
axial images showed oval nodules consisting of a star-shaped
low signal intensity area surrounded by an area of high signal
intensity. Histopathological correlation revealed that the
central portion of the nodule was fibrotic tissue surrounded
by inflammatory granulomatous tissue.3
In patients with sarcoidosis and other chronic
granulomatous diseases, 1-a hydroxylase expression by
granulomas is resistant to normal negative feedback
mechanisms, as such mechanism is inhibited by hypercalce-
mia. Deranged vitamin D and calcium metabolism
leads to hypercalcemia, hypercalciuria, and nephrolithiasis.
This patient had the classic associated findings of elevated
1.25-(OH)2-vitamin D and low intact parathyroid
hormone levels. His renal failure and hypercalcemia
improved after hydration and steroid therapy (serum
creatinine 3.1 mg/dL).
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Figure 3 | The histopathological film from a muscle biopsy
showed numerous regular-sized noncaseating granulomas and
multinuclear giant cell. PAS stain (original magnification  400 in
a). Pathogen is not identified in acid-fast stain (b), GMS, PAS, and
Warthin–Starry stains. There is no evidence of malignancy in this
specimen. The histopathological features suggest the diagnosis of
nodular-type muscular sarcoidosis.
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